To the editor:

Within a few days of the initial outbreak in Tunisia, dedicated COVID-19 units were created at several university-affiliated hospitals, and primary care of these patients was mostly provided by medical residents in these units. After brief training, medical residents were incorporated into the frontline battle against COVID-19, and significant changes to their clinical responsibilities and educational activities occurred, including suspending all learning activities, cancelling vacation periods and reallocating residents to services considered to be in need. Previous studies have shown that health care workers reported experiencing high levels of stress, anxiety, and depression symptoms during and after infectious diseases outbreaks which could have long-term psychological implications (e.g., post-traumatic stress disorder) ([@bib0015]). Research into the psychological effects of previous outbreaks of serious infectious diseases showed consistent patterns of mental health reactions in medical residents ([@bib0005]; [@bib0020]). We aimed in this letter to evaluate mental health outcomes among medical residents during the COVID-19 crisis by measuring symptoms of depression, anxiety, stress, PTSD, and insomnia, and by analyzing potential risk factors associated with these symptoms.

A cross-sectional survey was conducted using online questionnaires from April 20^th^ to April 30^th^, 2020. We recruited medical residents from all over Tunisia. A total of 210 valid questionnaires were received, with 43.8% of the sample working in COVID-19 isolation units. The Depression, Anxiety and Stress Scales (DASS-21), the Impact of Event Scale-Revised (IES-R), the Insomnia Severity Index (ISI) and the Multidimensional Scale of Perceived Social Support (MSPSS) were used.

The residents tended to be female (70.5%), and be single (69.0%) living with their parents (52.9%). Of all participants, 11.4% had personal psychiatric history and 21.0% had Personal history of somatic diseases. The DASS scores revealed that 30.5%, 24,3% and 18.6% of the participants reported severe or extremely severe levels of depression, anxiety and stress, respectively. Moreover, 18.6% of participants had scores more than 33 (threshold cut-off) on IES-R scale, indicating a probable diagnosis of PTSD. The ISI scores revealed that 41.4% of residents had symptoms of insomnia. Multivariable logistic regression analysis showed that, after controlling for confounders, women developed more depression symptoms than men (OR, 0.44; P = .016). Being worried about the indefinite duration of the disease was associated with severe symptoms of depression (OR, 2.08; P = .044) and anxiety (OR, 3.34; P = .014). Having personal history of somatic diseases and being concerned about increased workload were associated with more severe symptoms of anxiety (OR, 3.05; P = .005 and OR, 2.77; P = .005, respectively) and PTSD (OR, 4.48; P \< .001 and OR, 2.99; P = .044, respectively). Working in an isolation unit was associated with a higher risk of feeling anxious than working in normal outpatient or impatient units (OR, 3.23; P = .003), and being worried about being infected with COVID-19 was associated with severe symptoms of PTSD (OR, 2.37; P = .038). Having other personal or financial concerns related to COVID-19 appeared to be an independent risk factor for all psychiatric symptoms after adjustment (depression, OR, 2.64; P = .012; anxiety, OR 4.03; P = .005; PTSD, OR 4.31; P = .001; insomnia: OR, 3.12; P = .001). Residents had consulted psychological materials in 4.8% of the cases, and psychological resources available through media in 7.6% of the cases; however, 89% reported being uninterested to consult psychological resources. None of the residents included called the psychological assistance helpline. Moreover, residents have reported preferring family or relatives (69.5%), and friends (48.1%) as a source of psychological help.

Although medical residents carried on with their duties, they also experienced other personal and/or financial concerns related to COVID-19. These concerns appeared to be independent risk factors for all psychiatric symptoms in our sample. Medical residents and general people are considered members of the same community and may thus share the same concerns. It's is important to remember that residents also have to deal on a daily basis with their own physical and emotional stresses, common to other people, as well as with managing their own lives and families in this global crisis.

We objectified a limited access to psychological care for distressed residents, with a tendency to move towards informal sources of help instead of seeking mental healthcare services directly from professionals. We also found that, so far, no one had called the helplines. In Tunisia, helplines that provide support and counselling for health professionals have been made available and were broadcast in the media and in hospitals a few days after the first confirmed case of Covid-19 in the country. However, further studies should investigate the reasons why medical residents were reluctant to use these psychological intervention services. Accordingly, the measures of psychological intervention should be adjusted.

Supervisors and colleagues were considered as a preferred source of psychological help in only 3.3% and 12.4% of the cases, respectively. Prior research has shown that support from colleagues and immediate line manager would be a protective factor for mental health and wellbeing for most people ([@bib0010]). Various forms of support may be helpful for residents, including logistical support from their hospitals and peer support and encouragement among colleagues. [@bib0030] recommended that healthcare workers turn to their manager and their colleagues who may be having similar experiences to them for support; and recommended that team leaders ensure building in time for colleagues to provide support to each other. Supervisors have to work to promote resilience in trainees ([@bib0025]). Feeling support from supervisors and colleagues is important. It is important in times such as these to foster a culture of communication, trust and understanding in the work environment. Peer support programs should be available to residents ([@bib0010]), to allow those who are struggling to speak colleagues who have experienced similar issues.
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